RECE!VED .

NOV 29 201 - : For Office Use Only
_ Application for License to. Received | ;,g E /it 5
)

Operate a Long-term Care Facility | A:ount

OFFICE-QELNSRECTOR GENERAL
I IDENTIFICATION # (060§

Name /z/!))?’)/’i (’//o/ // V’J/hn éﬁ);?é’#" a?ﬁ %/ /JZJj é / b4 ZAC
Address 50 Alo/tl/w- Jza

City/County/Zip ﬁ/f/f; éﬁ)’f /) /%% ;:;/ V4 / / , Spo5 0
Telephone number S 02 "_,Pt/ "“ 26/

Administrator D/)/o A /ﬂ/ J?J{ /a(e/f

Date facility operatlon began at current address / ‘?2 &

Date faciiity began operation under current owner / 970

L TYPE BEDS No. beds licensed No. beds requested

Skilled

Nursing Home
Nursing Fagility A0 Y

Intermediate Care

ICFIMR

Parsonal Care

i, CONTROL  (check one in each column)

State (Profil” Individual
County Nenprofit Partnership
City Corporation
fiivate) L

il. OWNERSHIP

Name and address of individual owner, partners or corporation, If partnership, fist
pariners. a

/Qu reell [om/m 20 Lo J()A? Dt

NIy / wrlee Dp | Jolte

Z.M’ny Lo /f(‘/ Y517

(OVER)

T




if facility owned or leased by a corporation, complete the following:

Name of corporation W
Address of corporation ,WA

President or Chalrman W

Vice President y ///4

Secretary ,W
Treasurer ////A,Z

Aftach a separate sheet listing the names and addresses of each person having at least
a twenty-five (25) percent ownership interest in the facllity.

If owned by & corporation, attach a separate sheet listing the names and addresses of
sach offlcer or director of the corporation.

If owned by a partnership, attach a separate sheet lisling the names and addresses of
each pariner.

Name and address of parent corporation and/or management company, if applicable.

Parent Management Company
3 \

\ \
<~ <<

| understand that any change in the application that affects my licensure status will be reported
to the Office of Inspector General and a new application will be completed at that time. | agree
that this facllity and all aspects of its operation shall be open at all times to Inspection and
survelitance by all state agency licensure personnel. 1 certify that the information given in
completing this application is accurate to the best of my knowledge and recognize that
falsifigation of this application can result in denial or revocation of licensure.

/ey,
Slgnature of authorlzed rgpfesentative Title Date
Return Application and fee {o: Offlce of inspector General
275 East Main Street, 5E-A
Frankfort, Kentucky 40621
OlG B

(10/2002)




